respectively, so at this point we were forced to suspect cystic neuroblastoma or duplicating renal collecting system. USG abdomen repeated once in three day, showed some echo texture in adrenal gland bilaterally. Urinary VMA sent -normal CT scan -b/l adrenal hemorrhage Repeat USG showed left side adrenal hemorrhage which was decreasing in size, right side showed gradual organization. 
DISCUSSION:
Neonatal adrenal haemorrhage is a well-known clinical entity. Birth trauma, prolonged labor, hypoxia, asphyxia, shock, septicemia and hemorrhagic disorders are known to predisposing factors. The right adrenal gland is involved 3-4 times more than the left due to its greater likelihood of compression between the liver and spine. Since the right adrenal vein usually drains directly into the inferior vena cava, compression is likely to induce venous pressure changes. The clinical presentation is variable; infants may be asymptomatic, with the diagnosis made incidentally. Clinically common symptoms seen are poor feeding, vomiting, persistent jaundice, anemia, and abdominal mass though there are cases where it is an incidental finding.
Ultrasonography is the modality of choice for initial and follow-up evaluation of a flank mass in a neonate for the following reasons: (a) the small patient size, (b) the relatively large size of the normal adrenal gland in this age group, and (c) the lack of ionizing radiation. Ultrasound examination can be repeated frequently without causing any harmful effect to neonates.
In neonates, the normal adrenal glands are clearly visualized at ultrasound and consist of a hypoechoic cortex and a thin, echogenic medulla. Radiological appearance varies depending on the age of hematoma. While acute hematomas appear echogenic on ultrasound, they liquefy with time and assume a cystic appearance. They shrink and decrease in size and may calcify with aging. Generally, it spontaneously undergoes resorption within 4-6 weeks. Thus, ultrasound follow-up is of great importance for ruling out neuroblastoma. Although there is no specific ultrasound sign for adrenal hematoma, demonstrating a decrease in lesion size and observing echo changes that are expected to take place in relation with the age of the lesion may suffice for the diagnosis of adrenal hematoma by ultrasound without any need for further imaging. In general, development of the lesion over time is routine and calcification of the adrenal gland is usually noted approximately 2 weeks after the hemorrhage or even as early as 1 week after hemorrhaging begins. The diagnosis of an adrenal hemorrhage has been made when an echolucent mass was found and then disappeared on follow-up ultrasound studies. Color Doppler sonography may be useful in some cases of neonatal adrenal haemorrhage that are characterized by diminished or absent blood flow in contrast to neuroblastoma. Thus, ultrasound follow-up is of great importance for ruling out neuroblastoma. Differential diagnoses of cystic lesions near or at the adrenal gland include adrenal hemorrhage, adrenal cyst, adrenal abscess, neuroblastoma, pulmonary sequestration, bronchogenic cyst, enteric cyst, splenic cyst, and cystic lymphangioma. Some cysts arising from the upper pole of the kidney may be similar in the image investigation, including duplication of the renal collecting system, hydronephrosis, multicystic dysplastic kidney, Wilms' tumor, and cystic nephroma. Since neuroblastoma is a relatively frequent neonatal malignancy, it is certainly important to distinguish between neonatal adrenal haemorrhage and neuroblastoma with colour Doppler sonography being useful in some cases of neonatal adrenal haemorrhage that are characterized by diminished or absent blood flow in contrast to neuroblastoma. References
